Objective: This study aimed to examine the factors influencing the requirement of a certificate of long-term care using a basic checklist and items listed in the Special Health Checkup. Method: This study included 7,820 individuals living in Uji city, who were selected from among 8,000 elderly individuals who, in 2008, underwent a specific health checkup (hereafter referred to as the 'specific health checkup for the old-old elderly individuals') for those aged 75 years and above. They answered questions from basic checklists at the time, and 180 individuals were excluded as they had already qualified for requiring the certificate of long-term care at the time of the checkup. The follow-up period extended from the day of the specific health checkup for the old-old elderly individuals to March 31, 2013. The data were analyzed using the certificate of needing long-term care as the response variable. The explanatory variables were the basic attributes, items listed in the specific health checkup for the old-old elderly individuals, interview sheets, and basic checklists. Cox proportional hazards regression analysis was conducted. Results: In total, 1,280 elderly individuals qualified for requiring the certificate of needing long-term care. The risk factors for the young-old elderly individuals aged 65 to 74 years were as follows:
Introduction
The number of elderly people in Japan has been on the rise, and in 2011, it was reported that there were 29.75 million elderly residents in the country, accounting for 23.3% of the total population.
While the total population of Japan is on the decline, the population of the elderly people was expected to reach 33.95 million in 2015 when those in the "baby boom generation" were 65 years of age or older, and this was likely to continue 1) . As this aging of the population progresses, an increasing number of people are certified as requiring assistance or long-term care. In particular, the number of recipients of low-level nursing care services (care needs assessment levels 1 and 2) is on the rise 2) . Therefore, in Japan, which is now a hyper-aged society, the extension of healthy life expectancy through preventive health intervention is an important and pressing issue.
The 2013 Comprehensive Survey of Living Conditions of the People on Health and Welfare found that the need for the Support Required 1 level or higher long-term care was the result of, in descending order, cerebrovascular disease (18.5%), dementia (15.8%), weakness due to old age (13.4%), fractures and falls (11.8%), or arthritic disorders (10.9%). When only people certified as requiring nursing support were considered, the most common reasons for that assistance were arthritic disorders followed by physical weakness, fractures and falls, and cerebrovascular disease 3) . With the increase in the number of elderly people certified as requiring low-level care, it is important to direct attention to the decline in vital function with aging as well as to identify and thus prevent the risks that give rise to the need for assistance.
To prolong healthy life expectancy, Japan has implemented two measures: preventive care to reduce the need for long-term care and measures directed against lifestylerelated diseases. In the current system, designated checkups and a basic checklist are the two main sources from which the administration obtains information regarding the health of the elderly individuals. If the Japanese government can gain a better understanding of the health of its elderly population by combining the results of the basic checklist and designated health checkups, a more efficient screening for appropriate candidates for its preventive care program will be possible. This way, care can be customized to the intended target population. However, previous studies [4] [5] [6] have used either a basic checklist or a health examination (a basic or designated health examination) to analyze the risk factors that lead to the need for long-term care among the elderly individuals.
This study aims to investigate the factors underlying the need for long-term care among elderly people in Japan by using a combination of the items in the basic checklist and the designated checkups, as no previously conducted studies have used this combination.
Research Methods

Research participants
The participants were 8,000 elderly people, aged 65 years or above, who lived in Uji city and underwent either a designated checkup or a 'specific health checkup for the old-old elderly individuals' for those aged 75 years or above. They answered questions from a basic checklist at the time of the designated checkup. Of the 8,000 participants, we analyzed the data from 7,820 elderly people who had not been certified as requiring long-term care at the time of cohort enrollment.
Research design and follow-up period
This was a retrospective cohort study in which elderly participants being certified to receive services under the long-term care insurance system was a study event. We followed these elderly individuals from the date of the designated checkup or the 'specific health checkup for the old-old elderly individuals' in 2008 through to March 31, 2013, to identify those who were newly certified for long-term care and to obtain data for the study.
Response variable
In our analysis, the response variable was whether an elderly participant obtained certification to receive long-term care of the Support Required 1 level or above. The follow-up was terminated if participants died or moved out of the city, and their death or move were confirmed by the care needs assessment data from nursing care insurers as well as the notifications of death or change of address reports. The date of the incident that gave rise to the need for long-term care was defined as the date of application for certification showing the need for care (if the need for Support Required 1 or above was granted).
Explanatory variables
The explanatory variables included basic attributes; test items examined in the designated checkups or designated checkups for the old-old elderly individuals, participants' answers to the medical examinations by interviews, and answers to the questions on the basic checklist.
The basic attributes included age, sex, region of residence (daily living area), and whether or not the participant was a beneficiary of the government's primary prevention project (i.e., 2007 and 2008 governmental projects to pre-vent motor function decline).
The test items in the designated checkups and the examinations by interviews were only used if the examinations were conducted in Uji.
The participants were grouped into categories using data from the designated checkup or designated checkup for the old-old elderly people, based on the criteria determined by the specific health guidance or the Japanese Society of Human Dry Dock 7, 8) . The respective target levels for the control of blood pressure, blood lipids, and blood sugar were set in reference to the target levels specified by the Japan Atherosclerosis Society and the Japan Diabetes Society [9] [10] [11] .
Analysis method
Univariate analysis: The elderly individuals who received a long-term care certificate during the follow-up period were assigned to the certified group, and all others were assigned to the non-certified group. Differences between the two groups for age, body mass index (BMI), abdominal circumference, high-density lipoprotein cholesterol, lowdensity lipoprotein cholesterol, hemoglobin A1c, albumin, hemoglobin content, hemoglobin, red blood cell count, and checklist scores were examined using the Student's t-test if normally distributed or the Mann-Whitney test if not normally distributed. Chi-square tests were performed to determine if the observed differences in the frequencies of the values of the following variables occurred by chance: sex, the result of each test, past medical history, symptoms observed by a doctor, subjective symptoms, taking medicine (yes or no), an increase in weight by 3 kg or more in the past year (yes or no), and each test item on the basic checklist. Chi-square tests and residual analyses were used for the place of residence, blood pressure categories, alcohol intake frequency, and whether or not the participant was identified as a target of the government's secondary prevention project.
Multivariate analysis: Cox proportional hazard regression analysis was used to obtain the hazard ratio (HR) for elderly people being approved to receive long-term care. The analysis was first performed on the data for the entire sample and then on the data for the young-old and the old-old elderly individuals separately. The explanatory variables were a total of 25 items, including age, residential area, whether or not the participant took advantage of the nursing prevention project, and items in the designated health checkup.
Ethical considerations
To protect the personal identity of the participants, the information used in the analysis was provided by Uji city without names and with addresses only at the regional level; therefore, individual participants were not personally identifiable. In addition, this study was conducted with the approval (E1756) of the ethics committee of the Graduate School of Medicine and Faculty of Medicine, Kyoto University as well as the Kyoto University Hospital.
Results
Participants' attributes (Tables 1, 2, and 3)
The average follow-up period was 1,495 ± 380 days. The probability of elderly people being eligible for long-term care during the 5 years of the study was 18.8%. Of those who were eligible for care, 64.2% were from the young-old elderly population, 39.5% were female (60.5% male), and the average age was 72.8 ± 5.5 years.
The results of the designated checkup demonstrated that the average BMI was within the normal range (22.6 ± 3.0), 38.0% of the participants had level I high blood pressure or above, and 43.3% were on medication for the treatment of the same. Of those who underwent the designated checkup, including those with and without risk, it was found that 69.3% did not need to receive health guidance, 1.2% were at the level requiring the provision of information, 13.3% were at the level of requiring motivational support, and 16% were at the level of requiring aggressive support.
The results of the basic checklist demonstrated that of all the research participants, 51.0% exhibited no hypo-function, 27.5% revealed partial hypo-function, and 21.5% needed to be admitted to the secondary prevention project (15.8% of young-old elderly individuals and 31.7% of old-old elderly individuals were recommended for the secondary prevention project).
Factors influencing the need for long-term care (Tables 4,
5, 6 and 7)
(1) Entire dataset Of the test items in the designated checkup that exhibited a statistically significant difference between the certified and non-certified groups, those with a HR > 1.00 were, in descending order, positive urinary sugar level (HR = 1.42), abnormal liver function (HR = 1.28), exhibiting subjective symptoms (HR = 1.28), urinary protein (HR = 1.18), anemia (HR = 1.17), and older age (HR = 1.12). The items in the basic checklist with an HR of 1.0 or above were "inability to climb stairs without holding on to handrails or walls" (HR = 1.50), "going out less frequently in comparison with 6 months prior" (HR = 1.39), "inability to enjoy what used to be fun, in the past two weeks" (HR = 1.37), "the use of support for standing up after being seated on a chair" (HR = 1.30), "inability to travel on a bus or train alone" (HR = 1.30), "being emaciated" (HR = 1.26), "having high levels of anxiety about falling down" (HR = 1.23), and "having fallen (2) The young-old elderly individuals Of the items for which a statistically significant difference was observed between the certified and non-certified groups, those in the designated checkups with an HR > 1.0 were, in descending order, abnormal liver function (HR = 1.69), exhibiting subjective symptoms (HR = 1.41), abdominal circumference greater than the normal range (HR = 1.36), and older age (HR = 1.13). The items in the basic checklist were "going out less frequently than in the preceding year" (HR = 1.87),"the use of support for standing up after being seated on a chair" (HR = 1.86), "not being able to deposit or withdraw cash to and from their bank accounts" (HR = 1.84),"having high levels of anxiety about falling down" (HR = 1.50), "inability to climb stairs without holding on to handrails or walls" (HR = 1.49), and "difficulty in eating solid foods in comparison with 6 months prior" (HR = 1.44). The items with an HR < 1.00 were, in ascending order, male sex (HR = 0.64) and positive urine occult blood (HR = 0.76). (3) The old-old elderly individuals Of the items for which a statistically significant difference was observed between the certified and non-certified groups, those in the designated checkups with an HR > 1.0 were, in descending order, positive for urinary protein (HR = 1.27), anemia (HR = 1.18), and older age (HR = 1.10). Items in the basic checklist with an HR > 1.00 were "not able to go on a bus or train alone" (HR = 1.53), "inability to climb stairs without holding on to handrails or walls" (HR = 1.48), being emaciated (HR = 1.36), "being unable to enjoy what used to be fun, in the preceding two weeks" (HR = 1.30), "the use of support for standing up after being seated on a chair (HR = 1. 23), and having high levels of anxiety (HR = 1.20). The items with an HR < 1.00 were "not visiting friends' homes" (HR = 0.74) and a good control of blood lipids (HR = 0.77).
Variable Category Detail
The basic checklist ADL no particular this group was defined as elderly participants with 9 or less negative conditions in questions 1-20 score more than 9 out of 1-20 items this group was defined as elderly participants with at least 10 or more negative conditions in questions 1-20
Physical strength no particular this group was defined as elderly participants with 2 or less negative responses to questions 6-10
Lower physical strength this group was defined as elderly participants with three or more negative responses to questions 6-10
Nutritional status no particular this group was assessed by positive answers to questions 11 or 12
Lower nutritional status this group was assessed by negative answers to questions 11 and 12
Oral function no particular this group was defined as elderly participants with 1 or 0 negative responses to questions [13] [14] [15] Lower oral function this group was defined as elderly participants with 2 or more negative responses to questions [13] [14] [15] Being housebound no particular this group was defined as elderly participants who answered "yes" to question 16
Being housebound this group was defined as elderly participants who answered "no" to question 16
Cognitive function no particular this group referred to elderly participants who had all positive conditions in questions [18] [19] [20] Lower cognitive function this group referred to elderly participants who had at least 1 or more negative conditions in questions [18] [19] [20] Depression no particular this group referred to elderly participants who had 1 or less negative responses to questions 21-25 depression risk this group referred to elderly participants who had 2 or more negative responses to questions [21] [22] [23] [24] [25] Risk for long-term care non-risk group 1 this group did not have these lower functions non-risk group 2 the elderly participants in this group were defined by the criteria as those who had lower cognitive function, were housebound and had depression risks risk group these adults were defined by the criteria as those who had lower functions, such as lower physical strength and lower nutritional/oral status 
Discussion
There have been many studies conducted worldwide, including in Japan, that have evaluated the factors related to care needs assessment [4] [5] [6] [12] [13] [14] [15] [16] and the frail elderly individuals [17] [18] [19] [20] [21] [22] [23] [24] [25] . However, many of these studies pertained to the evaluation of motor function 13, 25) , cognitive function 12, 17) , financial conditions 12, 14) , educational history 12, 14) , and living conditions 12, 17) or used questionnaires that are not usually employed by the administration [20] [21] [22] [23] [24] [25] . Because the data used in these studies were not those commonly held by the administration, the results could not be effectively reflected in government projects or the activities of nursing staff. Therefore, it is important to search for methods to effectively utilize the health information available to the administration, to develop preventive measures aimed at reducing the need for long-term care.
Risk factors leading to approval for long-term care that are common in the elderly individuals of all ages
The factors that increased the need for long-term care among all elderly participants (the young-old and old-old el- derly people) were three items in the basic checklist that are related to motor function. Motor function declines at an accelerated rate as a person grows older and this increases the risk of incidents that give rise to the need for long-term care.
Our study indicated the importance of preventive interventions to maintain and improve motor function, as a rising number of elderly people now have locomotive syndrome. Of the elderly people certified as requiring long-term care in our study, more than half were in the "Support required" levels or "care level 1", and the main factors associated with their care needs certification were fractures and/or falls (38.9% of all certifications). This suggests that items related to motor function cause a significant increase in the risk of the elderly people being in situations that lead to the need for long-term care.
Differences in the risk factors based on age
We used slightly different sets of explanatory variables for the young-old and old-old elderly individuals because the designated checkups are different for the two groups. Nevertheless, differences were observed between the two groups in terms of the risk factors for the need for longterm care. While being emaciated was one of the risk factors for the entire sample population as well as the late elderly subset, visceral fat accumulation was uniquely identified as a risk factor among the young-old elderly participants. The 2010 Comprehensive Survey of the Living Conditions of the People on Health and Welfare found that cerebrovascular disease accounted for 40.0% of all events that caused the young-old elderly people to become dependent on long-term care; this was far more than in the case of the old-old elderly people (16.6%). This suggests a higher probability of the young-old elderly requiring longterm care due to lifestyle-related diseases. Visceral fat accumulation was the main risk factor for young-old elderly people becoming dependent on nursing care. This knowledge can be applied to take advantage of the outcomes of the designated checkup to prevent the need for long-term care among the young-old elderly people. Alternately, for the effective preventive intervention among the old-old elderly individuals, signs of emaciation are of particular importance. Furthermore, the young-old elderly individuals differed from the old-old elderly people in that "falls in the preceding year" and "difficulty in eating solid foods in comparison with 6 months prior" in the basic checklist indicated risk in the old-old elderly people. If a young-old elderly person experiences these symptoms, he/she is experiencing a higher level of hypo-function than expected for his/her actual age. Recent changes in behavior, with respect to going out less frequently than usual, that is once a week or less 26) , also presented a higher risk in the old-old elderly individuals. This suggests that elderly people who feel that they go out less frequently now than before face a higher risk than those who tended to stay in their homes for some time. Staying at home is recognized as a reason elderly people need long-term care, and the government has recommended the implementation of preventive measures for elderly people who are confined to their homes 26) . However, very few cross-sectional studies 15, 16) have investigated the well-being of withdrawn elderly people after they entered long-term care. In addition, there are some inconsistencies among these previous studies 15, 16) in terms of the definition of "withdrawal." No study has followed up on the elderly people identified as being withdrawn, with the definition of "withdrawal" being "going out once a week or less." Withdrawal defined in this way has not been previously identified as a risk factor. This suggests a need to re-evaluate the criteria to identify the state of withdrawal in the basic checklist.
Results for the old-old elderly people were similar to those of previous studies 5, 6) ; anemia, urinary protein levels, and emaciation were identified as risk factors. Anemia and emaciation are factors considered to promote feebleness among elderly people 27) , thereby increasing the risk of incidents that give rise to the need for long-term care. Although the basic checklist indicates whether an elderly person is emaciated, the designated checkup provides a more objective, and therefore, a more effective measure of emaciation. In addition, data on anemia and urinary protein levels can only be obtained from the designated checkup. Therefore, a combination of the basic checklist and the designated health checkup is required to identify elderly people who need preventive health intervention even in the case of old-old elderly people. In addition, melancholia or depression in the old-old elderly people, as represented by the variable "being unable to enjoy what used to be fun in the past two weeks," increases the risk of the need for care. It is well known that elderly people live longer when they have something to live for 28) . In fact, the present study suggests a link between the loss of "something to live for" and the likelihood of the occurrence of incidents that give rise to the need for long-term care.
Importance of longitudinal evaluation
Of the 25 items in the basic checklist, those identified as risk factors were the items that indicate recent changes in behavior or physical capacity, such as "difficulty in eating solid foods when compared to 6 months prior," "going out less frequently than the preceding year," and "becoming unable to enjoy what used to be fun in the past 2 weeks." These items help to evaluate the progression of loss of function in elderly people and are useful in identifying those who are likely to need long-term care. The checkup items pertaining to the present conditions of the elderly individuals could not provide information on the changes or deterioration in their function. However, evaluating the items in the basic checklist every year and comparing the results with the previous year can help identify a decline in physical function. A longitudinal examination of the items in the basic checklist determines whether there has been a loss in function, thereby providing a better screening process to accurately identify the elderly people who need preventive health intervention. In the future, changes in the basic checklist items must be incorporated when examining the risk factors that give rise to the need for long-term care.
Factors that reduced the risk of needing long-term care
The factors that reduced the need for long-term care were positive urine occult blood for the young-old elderly people and good lipid control and "not visiting friends' homes" for the old-old elderly people. Good lipid control was identified as a factor reducing the need for long-term care in the entire elderly participant population as well as in old-old elderly participants because, for elderly individuals, low total cholesterol values are a risk factor 14) and good control with a slightly high level of serum lipid reduces the risk of needing care. The effect of the variables "not visiting friends' homes" and positive results for urine occult blood observed in our study is inconsistent with previous studies [4] [5] [6] and warrants further investigation.
Effect of the primary prevention project
Participation in the primary prevention project was not recognized as a factor leading to a significant improvement in terms of the need for care. Our research included only a small number of elderly people in the project (55), which may explain the insignificant effect. However, the HR was 0.13 (p = 0.063) for the young-old elderly people, and it is possible that the project had a preventive effect for that group. Further analysis of its impact is necessary.
Limitations of the study
Because our research was based on data from elderly people who answered the basic health checklist and underwent the designated checkup in Uji, a bias toward the health-conscious is highly likely.
In addition, only items that were available in the basic checklist and designated checkups were used as explanatory variables. Therefore, the study did not consider some factors that were considered in previous studies 12) 14) , such as educational history, financial condition, family structure, subjective health awareness, and the role in the family.
Furthermore, because abdominal circumference, serum uric acid, and estimated glomerular filtration rate are not measured in the designated checkup for the old-old elderly people, only BMI was used to determine the visceral fat level at the health guidance level. Therefore, there is a difference in the criteria between the young-old and old-old elderly individuals.
In the present study, the response variable indicates the occurrence of an elderly person getting certified as requiring assistance or long-term care. Although we treated approvals for assistance or long-term care of any level in the same manner, the factors contributing to the need for assistance, long-term care in general, and long-term care of level 3 or higher are considered to be significantly different. In our study, more than half of the participants ap- proved for long-term care were certified for assistancelevel care, which may have obscured the factors that gave rise to the need for higher-level long-term care. In future analyses, the occurrence of certification for long-term care or higher-level long-term care should be used as response variables.
Conclusion
This study demonstrates that preventive healthcare should focus on the prevention of lifestyle related diseases in the young-old elderly individuals and on the prevention of emaciation and reduced muscular strength in the old-old elderly people.
The results indicate that it is essential to review the criteria for the secondary preventive project and identify separate sets of criteria that are each suited to the young-old and old-old elderly populations.
